Two apparent acute problems that may occur in labor, nuchal cord and placental abruption, were associated with chorangiosis of the placenta. The importance of complete placental examination in perinatal mortality is re-emphasized. The association of apparent acute obstetrical conditions, e.g., nuchal cord and placental abruption with chorangiosis of the placenta, may be the cause of fetal-newborn deaths that were previously assumed to be issues of labor management.
Chorangiosis of the placenta is associated with increased perinatal morbidity and mortality. 1 The mechanism by which chorangiosis is involved in adverse perinatal outcomes is unknown. 2 Two cases of perinatal death associated with chorangiosis are presented. In each case sudden events, i.e., nuchal cord and placental abruption were presumed to be the underlying cause. This presentation discusses the probability that chorangiosis in conjunction with acute cord and/or placental problems can explain the causes of certain fetal-newborn deaths.
CASE REPORT Case 1
The mother was a gravida 3, para 1011 with an uneventful prenatal course. At 40 weeks' gestation she was admitted for elective induction of labor. An external fetal monitor recorded the fetal heart rate at 120 to 130 bpm. The placental membranes were artificially ruptured revealing clear amniotic fluid. An intrauterine pressure catheter was inserted and a pitocin drip started. The fetal heart rate was 140 to 150 bpm during the 4 hours of pitocin infusion. Suddenly, the heart rate dropped to 70 bpm and an emergency cesarean section was performed. A female fetus was delivered with a tight nuchal cord (single loop) weighing 3238 gm (50%). The Apgar scores at 1 and 5 minutes were 0. The infant was intubated and an umbilical vein catheter was inserted. A blood pressure of 74/2 mm Hg was recorded, and the heart rate was 130 bpm. Seizures were noted, and the infant died at 33 hours.
Case 2
The mother was a 31-year-old gravida 10, para 9009 who was admitted at 33ϩ weeks' gestation with an intrauterine fetal death. A vaginal delivery was induced. Following delivery of the placenta, 800 ml of recently clotted blood was noted. The fetus was male and weighed 1782 gm (50%) with Apgar scores of 0 at 1, 5, and 10 minutes. The clinical impression was acute abruption of the placenta resulting in fetal demise. Autopsy permission was granted.
PATHOLOGY
The autopsy on case 1 revealed a female infant appropriately grown for a 40-week gestation. There was no meconium staining. Minor external dysmorphic features included hypertelorism and a low-set right ear. Internal dysmorphic abnormalities were limited to a bicornuate uterus. Microscopic examination revealed pulmonary edema and increased erythropoiesis in the liver. The placenta weighed 520 gm (470 gm, minus cord and membranes), and the umbilical cord was 30 cm long (52 cm, minus cord and membranes). The microscopic examination showed an increase in the number of fetal capillaries within villi (chorangiosis) (Figure 1) . A small number of nucleated red blood cells was noted in the fetal capillaries.
The autopsy on case 2 showed a male fetus appropriately grown for 33 weeks' gestation. There was minimal skin slippage with no meconium staining. There were no external or internal dysmorphic features. Numerous petechiae were present on the visceral pleura. Microscopic examination showed aspirated amniotic debris. The placenta weighed 284 gm (315 gm, minus cord and membranes), and the umbilical cord measured 18 cm (50 cm, minus cord and membranes). Microscopic examination showed chorangiosis and recent hemorrhage into the decidua.
DENOUEMENT AND DISCUSSION Chorangiosis of the Placenta Increases the Probability of Perinatal Mortality
Case 1 had a nuchal cord associated with severe hypoxia at birth. The clinical impression was an acute hypoxic episode caused by compression of umbilical cord vessels. Fortunately the placenta was available for examination. The macroscopic examination showed a short umbilical cord, which correlated with a tight nuchal cord; however, chorangiosis and a small number of nucleated red blood cells in fetal vessels was noted microscopically. This suggested an abnormal placenta that acutely decompensated.
Case 2 clinically was an acute premature separation of the pla-
centa associated with a retroplacental hematoma resulting in fetal death. The macroscopic examination of the placenta noted a short umbilical cord that has been associated with acute placental abruption; however, microscopic examination showed chorangiosis. This suggested an abnormal placenta that was acutely decompensated. Altshuler 1 established the diagnostic criteria for chorangiosis of the placenta. The essence of this microscopic lesion is an abnormality of free-floating villi, i.e., an increased number of fetal capillaries with an increased amount of mesenchymal tissue. This lesion was associated with increased perinatal morbidity and mortality. The explanation is unknown but would include: a diffuse vascular malformation related to chorangioma, 3 a dysplasia secondary to chronic hypoxia 2 or a proliferation of blood vessels associated with infection, e.g., bacillary angiosis secondary to Bartonella sp. 4 Although the two cases presented do not explain what causes chorangiosis, they illustrate the importance of complete placental examination (macro-and microscopic). The combination of apparent acute conditions associated with labor and delivery, e.g., nuchal cord and placental abruption and chorangiosis could account for the hypoxia that is often assumed to be a management of labor issue. 
